Objective: Our goal was to present a case of emergent endovascular repair of a ruptured descending aortic aneurysm in an actively arresting patient. Patient: The patient was a 75-year-old woman with a known history of a 6.5-cm descending thoracic aortic aneurysm with acute onset of back pain and syncope. A computed tomographic angiogram revealed disruption of the descending thoracic aorta and a mediastinal hematoma. The patient was taken emergently to the operating room. During induction, the patient developed pulseless electrical activity arrest, and cardiopulmonary resuscitation was promptly initiated. The bilateral groins were prepped and draped, and an emergent cutdown was made to gain access to the femoral artery. Wire access of the aortic arch was obtained via a 6F micropuncture sheath, over which a 45-× 45-× 20-mm covered endograft was introduced. Using fluoroscopic guidance alone without angiography, the endograft was rapidly deployed proximally to the level of the distal aortic arch using calcification as a landmark (Fig. CC1-1 ).
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Immediately after deployment, the patient regained a pulse, and cardiopulmonary resuscitation was discontinued for a total of 30 minutes of continuous compressions. A right thoracotomy was then performed for evacuation of the hemothorax and ligation of the torn intercostal arteries. The patient was cooled to 35 degrees Celsius for 24 hours post-arrest and a lumbar drain was placed postoperatively. The patient thereafter regained all neurological and end-organ function and at the 6-month follow-up has had no progression of her aneurysm (Fig. CC1-1) . Conclusions: Rapid introduction and deployment of a descending thoracic aortic endograft for a ruptured descending aortic aneurysm is safe and effective in an arresting patient. Objective: This case describes a 21-year-old man who suffered a gunshot wound to the gastroesophageal junction and the complex management it required. Patient: The patient had a ballistic wound to the right upper quadrant and was hypotensive, so he was taken emergently to the operating room for a splenectomy, a left partial hepatectomy, and primary repair of 4 gastrostomies-2 of which were at the gastroesophageal junction. The following day, 75% of the gastroesophageal junction was devitalized, and the patient underwent a stapled esophagogastric anastomosis and gastrojejunostomy tube placement. He subsequently developed a persistent leak despite endoscopic esophageal stenting. On post-trauma day 11, he underwent a partial distal esophagectomy with a loop cervical esophagostomy for continued leakage. After a prolonged 2-year course with severe malnutrition, the healing of his abdominal skin graft, and resolution of a colocutaneous fistula, he had a planned esophageal reconstruction with a left colonic interposition graft with a segmental colectomy for the fistula. His gastric conduit was not a viable option for reconstruction secondary to dense adhesions and multiple gastrotomies. Now, 3 months following reconstruction, the patient has recovered well and is tolerating an oral diet. Conclusions: This patient had a myriad of interventions for his injuries, including initial primary repair, primary re-anastomosis, endoscopic stenting, diversion, and, finally, resection with colonic interposition with a prolonged course but final favorable result. When one encounters a rare pathological disorder, i.e., a ballistic injury to the gastroesophageal junction, it is important to have multiple therapies available for this complex surgical problem. FIGURE CC1-1. Postoperative computed tomographic angiogram.
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